An unusual clinical presentation of papillary carcinoma of the thyroid is presented, which adds to the infrequent causes of the thoracic inlet syndrome.
The thoracic inlet syndrome, with brachial pain and a classical Claude-Bernard-Homer syndrome, is due in most cases to a primary malignant neoplasm of the pulmonary apex. According to most authors, this so called "Pancoast tumour" can be managed through combination treatment that includes radiation and radical surgery. Since 1) showed a soft tissue mass affecting the right pulmonary apex in the paravertebral region, extending through the retrotracheal space at that level and displacing the oesophagus to the left side. A Pancoast tumour was suspected. Multiple lateral cervical, paratracheal, and mediastinal bilateral calcified lesions were interpreted as old tuberculous lesions. A fine needle aspiration biopsy of the mass was performed under computed tomographic control, and the appearances were reported to be consistent with an undifferentiated carcinoma. A diagnosis of right superior pulmonary sulcus tumour was made. Combination treatment was planned, and radiotherapy was started with a total dose of 60 Gy.
In October 1985 the patient was admitted for surgery. He was clinically euthyroid, and physical examination showed the neck to be unchanged. At that time computed tomography showed a significant reduction of the apical lung mass with a persistent soft tissue image. Mediastinoscopy showed numerous pretracheal and paratracheal lymph nodes, which on frozen section biopsy contained metastatic deposits of thyroid carcinoma with a predominantly follicular pattern and occasional papillary areas. During the procedure the apex of the right lung was explored and found to be normal. Surgery was subsequently accomplished through a transverse neck incision and a separate longitudinal sternotomy. Total Nevertheless, any tumoral or non-tumoral process affecting the superior pulmonary sulcus may result in Pancoast's syndrome."' As most such lesions will produce radiological images consistent with a primary apical lung tumour, it is important that an accurate pathological diagnosis is made. Supraclavicular thoracotomy and fine needle aspiration biopsy have been advocated for this. As in our case, however, a malignant neoplasm displaying undifferentiated areas may give rise to diagnostic errors that may delay proper treatment for these patients. The only two reported cases of Pancoast's syndrome due to primary thyroid carcinoma resulted from the extrathyroid extension of an undifferentiated carcinoma.5 Pathological examination of the surgical specimen in the present case yielded a diagnosis of papillary carcinoma of the thyroid with a large follicular component, though the tumour showed occasional less differentiated areas. In the present case mediastinoscopy with frozen section examination gave an accurate diagnosis, which resulted in appropriate treatment.
